It is the purpose of this paper to report the not too widely known clinical symptom of hip claudication and its relationship to aortic and iliac artery occlusions. The importance of aortography in the diagnosis of this syndrome is stressed and a technic is described. The results and findings differ from previous reports in the literature and these variations are discussed.
mittent claudication as pain or fatigue in the calves which occurs after walking a given distance. The discomfort is distressing enough to cause the patient to stop, whereupon, it rapidly subsides in two to five minutes. Following the period of rest, the patient can walk approximately the same distance before the distress again supervenes. The If, however, the block is a partial one in an iliac vessel, the blood flows rapidly past the injecting needle and more of the opaque medium must be injected per unit of time to provide a concentration sufficient for a distinct, diagnostic roentgenogram. Since it is impossible to ascertain the location and the extent of the block beforehand, we have found that the two needle-two syringe method, which insures a satisfactory film, is preferred in all cases.
The patient is placed in a prone position with blanket rolls under each side of the chest and is lightly anesthetized with Sodium Pentothal administered by arm vein. Unless the aorta is suspected to be to the right of the midline, the left side of the patient is prepared with antiseptic from the midline to the flank and from the tenth dorsal vertebra to the gluteal cleft. This area is blocked off with sterile drapes. An 18-gauge, six-inch needle with stylet is inserted through the skin, four fingerbreadths lateral to the midline at the desired level.
Since less of the opaque medium is lost if the needles are inserted just below the renal arteries, the level of the second or third lumbar vertebra is used unless contraindicated. The needle is carried down to the lateral wall of the vertebral body which is grazed, as in doing a lumbar paravertebral block. It is inserted one to one and one-half inches farther until the aortic wall is punctured. A definite sensation is felt when the aortic wall is penetrated, analogous to that which accompanies penetration of the dura in * Aortography is not indispensable, and an accurate diagnosis of the syndrome can be made by a careful history and physical examination aided by oscillometry. However, aortography is necessary to distinguish between occlusion of the aorta and both common iliac arteries. a spinal puncture. When The venous filling time was 35 to 40 seconds. All pulses were absent except a faint pulsation in the right femoral area. The aorta was felt as a strong pulsation just below the umbilicus. There was no bruit.
Laboratory studies showed the blood cell count, urinalysis, fasting and two and one-half hour blood sugars, and tests for syphilis to be normal. The blood cholesterol was 227 mg. per 100 cc. The electrocardiogram was normal.
The chest x-ray films were negative. X-ray study 5 ) showed irregularity and slight narrowing of the terminal aorta. There was partial occlusion at the bifurcation with a complete occlusion of the right common iliac artery and partial occlusion and extreme narrowing of the left common iliac artery. There appeared to be fair collateral circulation through the third and fourth lumbar arteries which were enlarged.
The patient was hospitalized and subjected to the operation suggested by Leriche. The terminal aorta was resected proximally to a level just below the large fourth lumbar artery together with the proximal portions of both common iliac arteries. The thrombosed segment was completely removed, but definite atheromatous changes were present in the aorta above the resected segment. A bilateral lumbar sympathectomy from L-l to L-5 was done at the same time.
The pathologic report stated that the left common iliac artery was occluded by an old thrombus mottled yellow and gray in color. The right common iliac and terminal aorta appeared to be occluded by recent thrombus mottled red and faint gray in color. The walls of all the vessels were moderately thickened by arteriosclerosis. The microscopic changes were typical of atherosclerosis. There was marked chronic inflammation of the aortic wall.
The patient made an uneventful recovery, but although the legs were warmer, there was no change in the patient's symptoms.
A follow-up aortogram, taken on July 31, 1953 Physical examination revealed a well-nourished and well-developed man in no distress. The temperature was 99.2 F. by mouth, pulse 80 and blood pressure 140/90. The heart was slightly enlarged to the left. There was a normal sinus rhythm. A grade 3 systolic murmur was heard at the apex and a soft blowing diastolic murmur was heard along the left sternal border and in the aortic area. These findings were interpreted as being due to rheumatic heart disease with mitral insufficiency and aortic insufficiency, class IA. The lungs were clear.
The lower extremities were small and the buttocks appeared to lack normal muscle mass. The patient stated, however, that he had had small legs all of his life. The lower extremities showed good nutrition, but were cool throughout. There was extreme pallor on elevation but normal color on dependency. All the pulses in both lower extremities were absent except for a faint pulsation in the right femoral area.
Laboratory studies including a white blood cell count, hemoglobin content, urinalysis, fasting blood sugar and urea were normal. The serology was negative. The electrocardiogram showed no diagnostic changes. X 
